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State/Territory: arkansas 

requirement FOR ADVANCE DIRECTIVES UNDER stateplans. -

FOR MEDICAL ASSISTANCE 

The followingis a written description of the lawthoof 
State whether statutory a8 recognized by the courts of 
the State) concerning advance directives.If applicable
States should include definitionsof living will, durable 

power of attorney for health care, durable
power of attorney,
witness requirements special State limitations on It
will declarations, proxydesignation process inforution and 
State forms, and identify whether State lawallow. fora 
health care provideror agent of theprovider to object to 
the implementation of advance directives the basis ofon 

conscience. 


Under Arkansas Law, i f  you are a competent a d u l t  age 18 or  o lder ,  
youhave t h e  r i g h t  t o  p a r t i c i p a t e  i n  makingyour own medical 
t reatment  dec is ions,  inc lud ing the r ight  to  accept  or  re fuse 
s p e c i f i c  forms ofheal thcare.  As one means o f  e x e r c i s i n g  t h i s  
r i g h t ,  t h e  law  al lows you t o  complete wr i t ten dec larat ions conta in
i ng  i ns t ruc t i ons  as to  the k inds of  heal th  care dec is ions you 
wish t o  have made on yourbehalf i f  you become te rm ina l l y  i11 
orpermanentlyunconscious and unable t o  make such decisions on 
your own. These declarat ionsserve much the  same purposeunder 
Arkansas 1law as "1 iliving wills 11s"  serve i n  o t h e r  s t a t e s .  To be 
e f f e c t i v e ,  t h e  d e l a r a t i o n s  mustbe signed by t h e  p a t i e n t  or 
bysomeone e lse  ac t ing  a t  h i s /he r  d i rec t i on  and must be 
witnessed by two i n d i v i d u a l s  

Any phys ic ian or  o ther  heal th  care prov ider  who i s  u n w i l l i n g  t o  
car ry  ou t  the  ins t ruc t ions  of a pa t ien t  o r  hea l th  care  proxy  
under the 1law hasanob1 obligation t o  t a k e  a11 reasonable steps 
necessary t o  t r a n s f e r  t h e  c a r e  o f  such pa t ien t  to  another  phys ic ian  
or  heal th  care prov ider  who will 11 do so. 

Refer t o  Attachment 4.34-A, Page 2, f o r  a copy o s declaration a ra t i on  
Form t o  be used fo r  res idents  

A 



Signature 

Address 
The declarant voluntarily signed this writing in my presence. 

Witness Witness 

Address Address 

DECLARATION 

(In the Event of Permanent Unconsciousness) 


If I should become permanently unconscious. I direct my attending physician. pursuant to the Arkansas 
Rights of the Terminally Ill or permanently Unconscious Actto: 
(CHECKONE BOX)-

I withhold or withdraw life-sustaining treatments that art no longernecessary to my 
- comfort or to alleviate pain; 
-, 2. Follow the insauctions of 
-	 name 

address 

should be withheld or withdrawn. 

The declarant voluntarily signed thiswriting 


